A 20 year old woman presented in 1983 with weight loss, loose motions, and passage of blood and mucus rectally. Ulcerative colitis was diagnosed on the basis of a barium enema, sigmoidoscopy, and biopsy. Her haemoglobin concentration was 11 0 g/dl and white cell count 15 5 x 109/l with an eosinophil count of 2 5 x 109/1. The erythrocyte sedimentation rate (ESR) was 50 mm in one hour. She was receiving no treatment and her chest radiograph was normal. She was initially treated with sulphasalazine, colifoam enemas, and occasional courses of systemic corticosteroids. In March 1986 mesalazine was substituted for suphasalazine at a dose of 400 mg twice daily initially; subsequently she was maintained on 800 mg thrice daily.
In March 1987 she presented with fever, anorexia, a dry cough, breathlessness on exertion, and central pleuritic chest pain. On examination she was febrile (38°C) and there was no finger clubbing. Her heart rate was 120 beats/min and bronchial breathing was heard posteriorly in the right chest. A chest radiograph showed peripheral shadowing in the right middle and lower zones. Investigations showed her haemoglobin concentration to be 13 3 g/dl, white cell count 14 9 x 109/1, eosinophil count 2 2 x 109/l and ESR 93 mm in one hour. Erythromycin 500 mg four times daily for two weeks resulted in no symptomatic improvement and a chest radiograph showed increased shadowing (fig 1) .
On admission the findings from clinical examination and the blood count were essentially unchanged. Routine including IgE. Stool examination showed no parasites and skin testing for common allergens gave negative results.
At thoracotomy the right lung was collapsed with areas of consolidation; the pleura appeared normal. Biopsy specimens of the right lung and pleura were taken. Histologically the pleura showed chronic non-specific inflammation. The lung showed knots of granulation tissue in respiratory bronchioles, alveolar ducts, and occasional alveoli. There were foamy macrophages in the alveoli and an interstitial lymphocytic infiltrate, although a few plasma cells and eosinophils were noted. Purulent exudate was present in non-respiratory bronchioles. No organisms were seen and there was no evidence of neoplasia. The appearances were those of bronchiolitis obliterans organising pneumonia.
Mesalazine was discontinued and treatment with prednisolone 40 mg a day was started. There was rapid symptomatic and radiological improvement with virtual resolution of the right mid and lower zone shadowing after one week's treatment (fig 2) 
